Case presentation
• Mrs XY,aged 26years, primigravida was seen in obstetric clinic for mild per vaginal bleed. Ultrasonography confirmed 6 to 8 weeks gestation. 
CT Scans
• A diagnosis of ACTH independent Cushing's syndrome was made.
Management
Ketoconazole was commenced for inhibition of steroidogenesis. She underwent laparoscopic right adrenalectomy.
Histology confirmed adrenocortical adenoma.
Outcome and follow up
• Post surgery her blood pressure normalised.
• The facial as well as body features are much improved.
Discussion
• The signs and symptoms of hypercortisolemia overlap with normal pregnancy making it difficult to diagnose.
• Pregnancy itself is a state of relative hypercortisolemia.
• The serum total and free cortisol as well as 24 hr urinary free cortisol excretion is increased in pregnancy. Plasma ACTH are increased due to increased placental secretion of CRH.
• The hypercortisolemia of Cushing's syndrome interferes with menstrual cycle and very rarely results in pregnancy. If pregnancy occurs in Cushing's syndrome, it can result in significant maternal and foetal morbidity as in our case.
• ACTH independent Cushing's syndrome is more common in pregnancy.
• It is quite possible the 'pure cortisol' secreting adenomas interfere less with reproductive function than the ' mixed cortisol & androgen excess' as would be seen with Cushing's disease or adrenal carcinoma.
• The foetus is partially protected from maternal hypercortisolemia by 11 beta hydroxysteroid dehydrogenase.
Conclusion
• Majority (60%) of Cushing's in pregnancy is ACTH independent(45% adenoma & 15% carcinoma)(1-4) • A high index of suspicion is necessary to consider Cushing's syndrome in pregnancy especially if there is excessive weight gain, along with combination of gestational diabetes and hypertension as in our patient
